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The premise of a
national initiative is
that a short period of
intense effort directed
toward a seemingly
insurmountable prob-
lem by the talented
members of the ACC
and its partners can
yield a remarkable
return on our
investment.
The experience of
D2B tells us that we
need to articulate
specific goals and
encourage changes in
current processes and
culture, building an
expectation that we
can lower the rates.he American College of Cardiology’s (ACC’s) mission states a commitment to
promoting high-quality cardiovascular care (1). This mission is pursued through
education, research, advocacy, tools such as our registries, and the development
nd application of standards and guidelines. More recently, the College has added an-
ther dimension to its efforts—the focused national initiative to improve an aspect of
are. The premise of a national initiative is that a short period of intense effort directed
oward a seemingly insurmountable problem by the talented members of the ACC and
ts partners can yield a remarkable return on our investment. The initiative signals that
hen it comes to quality, the ACC and its members are not just about words, but also
bout action.
In November 2006, the ACC launched its first campaign—D2B: An Alliance for
uality. This ambitious initiative aimed to improve the timeliness of treatment for pa-
ients with an ST-segment elevation myocardial infarction who were being referred for
rimary percutaneous coronary intervention (PCI) (2). It was intended to address the
vidence of common delays in treatment and the known consequences of those delays
3,4). In the 4 years since the D2B Alliance’s launch, cardiologists across the U.S. have
ransformed the care of these patients and achieved gains in door-to-balloon (D2B)
imes that many experts claimed would be impossible. As we seek to address other qual-
ty gaps in cardiovascular care, we should reflect on what was achieved and how we can
earn from this experience.
The D2B Alliance was conceived in January 2006 at a meeting convened by the ACC’s
uality Strategic Directions Committee (now called the Clinical Quality Committee),
here a number of members discussed the need for a project that could show the ability
f the members to work together to improve care. From that discussion emerged the
dea of an ACC-organized initiative that addressed the nation’s lackluster performance
n meeting the guideline-recommended door-to-balloon (D2B) time of 90 min or less.
y the spring of 2006, the Board of Trustees had charged a team to organize and
mplement the D2B Alliance. Led by an outstanding group of ACC staff, the ACC
rought together outside partners, such as the American Heart Association, as well as a
arge group of volunteers and set a goal for each hospital of having 75% of its patients
ith a D2B time of 90 min. National experts, including Dr. Elizabeth Bradley, a
eading academic in health care management at Yale University with expertise on D2B
imes, also played critical roles.
The D2B Alliance launch was coordinated with the publication of an article in the
ew England Journal of Medicine, which identified key strategies that were markedly
nderused to reduce D2B times (5). The Alliance enabled the rapid translation of that
cience into practice (6). With the help of the campaign’s diverse partners and with
eadership from ACC Governors and members of their state ACC chapters, more than
,000 hospitals ultimately enrolled, representing about 70% of the PCI-capable hospitals
n the country. Along with the key strategies, the D2B Alliance promoted the exchange
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icipants to learn from each other. Alliance participants
lso had access to webinars, lectures, and tools to help
hem meet their individual goals. Under the direction of
enry Ting, MD, FACC, a novel program was also es-
ablished that provided Maintenance of Certification
redit to D2B Alliance participants.
The D2B initiative was associated with remarkable im-
rovements in performance. Since the campaign launched,
he percentage of patients being treated within 90 min has
ncreased from roughly 50% to nearly 90% (7). In addi-
ion, we found that many institutions developed creative
ew approaches that led them to achieve times closer to
0 min, especially through greater coordination with
mergency medical services and the use of pre-hospital
lectrocardiograms (8–10). Today, some exceptional per-
ormers are often achieving D2B times of 45 min.
oreover, a dividend of the improvement is the virtual
limination of disparities in time to treatment that were
ocumented before the D2B Alliance’s launch (11,12).
The accomplishments of the D2B Alliance are a tribute
o ACC members throughout the country, particularly the
nterventional cardiologists who selflessly engaged in the
ifficult task of transforming care and producing tangible
esults. Cardiac care associate members were also key par-
icipants in nearly every participating hospital. In addi-
ion, the ACC’s emergency medicine colleagues, nursing
eadership, and hospital administrators were among the
iverse cadre of dedicated individuals at hospitals around
he country. Reducing D2B times truly requires team-
ased care.
From the D2B Alliance experience we have learned
uch about conducting a successful quality initiative. A
ecent qualitative research study that focused on the D2B
ffort identified 5 key factors that were important for the
uccess of a campaign, including: 1) the credibility of the
ecommendations; 2) the simplicity of the recommenda-
ions; 3) the alignment of the recommendations with
ospitals’ strategic goals; 4) the availability of practical
mplementation tools; and 5) the access to a network of
ospitals also striving to improve in the same clinical
rea (13).
Themes also emerged indicating the D2B Alliance’s
nfluence. These themes included: 1) building awareness
nd fostering goal-setting; 2) promoting strategy adoption
both recommended and other strategies); and 3) influ-
ncing aspects of organizational culture. At any given
ospital, not all of the themes may have been important,
ut across the hospitals these factors were prominent.
The paper also provides insight regarding contextualactors that affected the influence of the initiative. These tactors, which were more about the hospitals than the
2B Alliance, included: 1) degree of perceived need to
hange practices; 2) degree of openness to external sources
f information; and 3) degree of internal championship
or the recommended changes.
The ACC is taking these lessons learned and applying
hem as it moves forward with helping D2B Alliance par-
icipants “sustain the gains” they have made in reducing
2B times. Lessons learned have also been leveraged and
ncorporated in promoting the success of the American
eart Association’s Mission Lifeline program, a nation-
ide effort to increase access to timely primary PCI for
atients with ST-segment elevation myocardial infarction.
n addition, the College has embarked on its new Hospi-
al to Home (H2H) effort, which has the goal of reducing
eadmission rates for patients with cardiovascular disease.
lthough readmission is an issue for all conditions, con-
estive heart failure and post-myocardial infarction repre-
ent a disproportionately large number of admissions and
eadmissions.
The H2H initiative aims to improve the transition
rom inpatient to outpatient status for individuals hospi-
alized with heart disease. Ultimately, the goal of H2H is
o reduce heart failure and acute myocardial infarction
eadmissions by 20% by December 2012. These condi-
ions were specifically chosen because they are publicly
eported, but the intent of the campaign is to improve
are for all patients with cardiovascular disease. The ini-
iative focuses on 3 core concepts:
. Post-discharge medication management. Patients
must not only have access to the proper medications,
but also be properly educated on how to use them.
. Early follow-up. Discharged patients should have a
follow-up visit scheduled within 1 week of discharge,
as well as the means of getting to that appointment.
. Symptom management. Patients must recognize the
signs and symptoms that require medical attention,
as well as the appropriate person to contact if those
signs/symptoms appear.
Like the D2B Alliance, the H2H initiative provides
articipants with educational tools and resources and
he opportunity to share strategies and successes via an
nline community. The H2H has remarkable member
eadership, supplemented by the best national experts
nd partners, including the Institute for Healthcare
mprovement. To date, more than 800 facilities and
ore than 1,000 individual participants are enrolled in
he program.
The challenge with H2H, unlike the D2B Alliance, ishat recommendations for reducing readmissions are less
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issions, the path for any given institution must be cus-
omized for its environment. Nevertheless, there are
traightforward improvements in the transition from inpa-
ient to outpatient status that will surely reduce risk. The
uccess of this new initiative will depend on the College’s
bility to provide simple, clear recommendations, practical
ools, and an environment that fosters learning across in-
titutions. The experience of D2B tells us that we need to
rticulate specific goals and encourage changes in current
rocesses and culture, building an expectation that we can
ower the rates.
As with D2B, we have heard that it will be impossible
o lower readmission rates. However, we believe that the
alent, skills, creativity, and determination of the ACC
embership will prove otherwise. We have an opportu-
ity and an obligation to lead the change that will be
ositively experienced by our patients and benefit the
ealth care system as a whole. Ultimately, the ACC’s
ission is about action and accomplishing the goal of
mproved care. Through national campaigns such as the
2B Alliance and H2H we are going the distance to help
ccomplish this goal.
For more information on H2H, go to: www.h2hquality.org.
lease watch for a unique series of H2H-related “Challenges”
o launch in 2011.
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